Introduction
In an attempt to reverse the decline of general practice in America, Duke University started in 1965 to train assistants for primary care physicians in the rural areas of North Carolina. Other medical schools followed, and by 1974 the American Medical Association had accredited 48 training programmes from which some 1200 "physician's assistants" were practising in 36 States.1 After graduation these assistants are employed and supervised by a physician. In each State they must be licensed or certified to practise and their autonomy is legally circumscribed.
In Britain there is no comparable problem in the distribution of general practitioners and no explicit call for a doctor's assistant. Indeed, the idea of a physician's assistant on American lines is resisted by the BMA2. Nevertheless, there is a debate about medical manpower, including the development of "extended roles" and the contribution of other health professionals to the medical problems of inner city areas.3 4 It seemed opportune when a final-year student at Duke University asked to spend his family practice elective in an English general practice, and an attachment was arranged with the partners in the health centre at Sonning Common, one of whom (TIS) acted as his precepting physician. were 46 repeat consultations, forming 17 % of his overall total. This proportion did not differ significantly from week to week. Twentyseven (10 %) of all his consultations were with 16 patients in their own homes (or in one case in the community hospital), although some of them also attended at the health centre. Thus his ratio of surgery attendances to visits was 8-9:1 0 compared with the significantly higher rate of 17-7:1-0 for the practice as a whole during the same period (p < 0 01). In addition he worked in the health centre's diabetic, infant welfare, and obstetric clinics and shared the work of the treatment room nurse.
The assistant saw more female than male patients (57 %) and 59 % of his patients were aged between 15 and 64 years. The proportion of children under 15 (320%) was, as expected, significantly higher than their proportion (22 %) in the population of England in 1978.6 There was a secular trend whereby the proportion of children that he saw increased and the proportion of patients aged 65 or over diminished during his attachment.
The table shows that the primary diagnoses recorded by the physician's assistant were broadly similar to those recorded nationally.7 After every consultation (excepting 13 for minor procedures) his preceptor routinely reviewed the clinical record, discussed the findings and plan, and signed the prescriptions. The physician's assistant actively sought advice about diagnosis or management in only 26 % of cases but more detailed case discussion followed each consulting session, and there was a weekly random case review. His cases were typical in terms of sex ratio, diagnosis, and the preponderance of children. A daily average of 10-3 consultations, with attendance at clinics, must represent an acceptable amount of educational experience, and the proportion of patients he saw at home was similar to that recorded both by Howie9 and by Marsh et al.10 He dealt with common acute problems rather than the routine examinations that figure largely in American practice,10 and in the circumstances this was the most relevant experience. His preceptor and the other staff were satisfied that the information he collected and his assessments of patients were accurate, relevant, stood up to scrutiny, and enabled management plans to be discussed and implemented. Despite his relative inexperience, he identified and handled at least one patient's major emotional and social problem with skill and tact.
The responses of the nurses and health visitor towards him emphasised the essential difference between two worldwide stereotypes-the physician's assistant and the nurse practitioner.' Regardless of his gender, all the nurses saw him as a type of physician, not a type of nurse. The treatment room nurse, however, recognised that her work and role most resembled his, thus reinforcing a suggestion that these nurses differ in type from other nurses and might be said to be the "feldshers" of British general practice."i
We were convinced that his confidence and maturity and his ability to relate to the members of the health centre team as well as patients owed much to his prevocational experience. Perhaps the formation of comnlunity health care teams in Britain could be enhanced by a similar initiative among embryo doctors and nurses, and a controlled experiment should be carried out in nursing and medical schools. Moreover, clearly nurses who undertake medical activities in British general practice must have the generic skills for collecting medical data from patients and be trained in a level of differential diagnosis that at least enables them to make an informed "triage" decision. '2 The attachment also convinced us that it would be possible in Britain to train an auxiliary physician to handle a considerable proportion of the more straightforward cases in primary care. At present it seems unlikely that auxiliaries of this kind would be needed as the result of a shortage of doctors, but it is barely a decade since the Americans were compelled to adopt this as one solution to the problem of selective under-doctoring affecting their inner urban areas, among others. Current social and economic trends in Britain suggest that the same problem may become acute here as well, and a type of physician's assistant specially selected and trained for work in areas with serious and unusual problems should be considered as among the possible, even desirable, solutions.
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Letter from. .j. Chicago
Exotic diseases: sheriffiosis GEORGE DUNEA In a moment of inspired upmanship this young moonlighting casualty officer had quietly dropped the word that he was a famous specialist in exotic diseases. For, although he enjoyed the work and the extra income of his weekly pilgrimages to the green suburb of Mount Forest, he badly wanted to cut down to size those arrogant paramedics, forever strutting around the emergency room in their purple and white overalls as if they were about to take the field against the Chicago Bears.
Two years later, when he had quite forgotten about this, his phone rang one evening and it was one of the paramedicswho, having remembered that his young friend from the medical school knew more about exotic diseases than anyone else in the world, wanted some information about Sheriffi's disease. The doctor ransacked his medical books and scoured the Index Medicus-but all to no avail. At last admitting his ignorance, he asked about the symptoms of the mysterious disease. "It was mainly fever and diarrhoea," replied the paramedic, 
